MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPAATMENT OF PUBLIC HEALTH AND WELFARR

STA'I'E FILE NUMBER
R i : Regi: ton District No. Registrer's No.

-

DO NOT WRITE
ON THIS $TUB

1. PLACE OF DEATH ] ‘ 7. USUAL RESIDENCE (Where Jecesiad - Trved. IF Iratitution:; Reldente before
. COUNTY . . STATE b. COUNTY o
. DeKalbd e * Mo > DeKallh  Wmwlesd
b. Cg;‘Y (If outside corporate limits, give TOWNSHIP onfy) Length of stay in 1b <. CITY N Inside Limits =

TOWN Maysville 4 Yra. TowN ‘Mayesville. - o YuXl NoD .

e, FULL NAME OF (If NOT in hosphal give locstion) ) Inside Limits d. SYREET (If ocutside; give Iouﬂon) Rogide on Farm
HOSPITAL OR ADDRESS
- Yo O No (O

INSTTUTiov Sunget Nureing Home [ D
3. NAME OF DECEASED .First Middle Last 4. DATE Month . Day

Your
(Type or prln-!) a. Graat Bice ng qut. 5 1963 .
5. SEX 6. COLOR OR RACE 7. Married T Never Married [J 9. AGE (last birthday) | IF UNDER ) YEAR {F UNDER 24 H
Ma1e - Wid to Widowed Divorced [ m?ig.]_g'm . 92 Months T Days | Hours T Min.
10a. USUAL GCCUPATION (Give Kind of work done | 10B. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE (City_and state of country} | 12.” CITIZEN OF WHAT COUNTRY
dwﬁ% ife mn if ratired) i 111 inois u’. 8.
V3a. FATHER'S NAME . ~ 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Latin Rice Sarah Bracken Dora S.Rice °
T5. WAS'DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO, [ 17. INFORMANT Address

(Yes, no, oﬁyonkmwnll (If yos, give wer or dates o Gral Rice Weathorby Mo (n- P.D. )

18. CAUSE OF DEATH (Enter only one ca —— . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY . y ONSET AND DEATH

IMMEDIATE CAUSE (1) 14 - ; ' - Z~

Conditions, if any, DUE TO (b)
which gave rise to y

sbove caumse n),‘ y A . 7
stating the under: . . > ) .

lying _couse qu DUE TO (c) - o

=
-
PART lI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO GEATH but not related to the tel PART 11I¥ ) “deceassd was  female .was
.-, - disease condition given in PART i (o) . : ; . et a pregnancy in last 90 days.

- V3300
Rev. 4/59

DATE AMENDED

DOCUMENT

[Ove | ONe [ O unknown
19. WAS AUTOPSY ma:'ACCIDENT ~SUICIDE HOMDK:IDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART il of item 18.)
ACCIDEN CIbE HC

v

PERFORMED?.
YESCD NOOO | . - &
¥ 20¢. TIME' OF Houl Month Dw, .an
INJURY ¢ ,-a.m, { .IIC{
“d.m

i
* "MEDICAL CERTIFICATION

AMENDMENTS, ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF : :

ad * . . - . .

.J.-\J \, -

. RY OCCURRED . 20e. PLACE OF INJURY [o.g., in or about home, | 20f. CITY, TOWN, OR. LOCATION
- 2 wli?LE'AT WORK O tarm, factory, street, office bldg., atc.)
NOT WHILE AT WORK [] )

LVaval,
Filglh lﬂendod the dmned fr

Death _occurred .

l"‘l
¥

22b. ADDRESS
uayaville No.

L ; TION, . 23c. NAME OF CEMETERY OR-CRuEMATDRY . - 23d LOCATION (City, town, or :oumy)
AL (Speci ' : rt uri
Burial 9/9-1963 ggo

74. FUNERAL DIRECTOR _ ______ ___ _..ADDRESS 25:?1'5 RECD..BY-LOCAL REG.- mgi; : —_—— .fo___ -

Pilcher Funoral Home Maysville Mo, -/ S

[Licensed Embalmer's Statement on Reverss Side}

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

ITEM NO.

“BY'AFFIDAVIT OF
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.~ STATEMENT B\;._;lICENSED-EMBAI.MER

"+ i1 hereby certify that: the. body: whose name_ is recorded on the reverse side of ‘this certificate was embalmed by me,
or by Lo Student Embalmer No:

working under my personal supervision. -

© Student___>7 - -
Signature of Student Embalmer

Licensed Embaimer No. _3960
_P.O. Address Maysville Mo,

Nore The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above oonsmutes .grounds for revocation of license). -.

if embalmed by‘a‘STUDENT he also shall sign in his*OWN’ handwrmng R ‘". L

If th‘ls body is not embalmed, fact should be’so stated above. ' -
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